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{W 000} | INITIAL COMMENTS {w 000}

A follow-up survey was conducted on Novarmber
7, 2007, to determine the facility’s compliance

with previous conditlon level deficiencias cited on |
September 28, 2007. The findings of this survey
wefe based on observatlons, interviews with

direct support end administrative staif and clients,
and the review of recards, including incident
reports ahd administrative records. The survey
findings defermined that the facility remained out
of compllance with the Condltion of Participation

in Cllent Protections. ' : |
{W 104} | 483.410(a)(1) GOVERNING BODY | w104

The gaverning body must exercise general palicy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:
Based-on observations, staff interviews and
record review, the facility's governing body
provided general operating direction except in the
following areas:;

The findings include:

1. Cross-refer to W149, W125 ahd 148. The _ ;
governing body failed to ensure that all staff - 1. Seeresponses to W149, W125 and W148. |/ 3 //j‘/d 7
recognized and reported allegations of abuse In .
accordance with policles to ansure the health;
Eafely and due process rights of Its clients.

2. Cross-refer to W212 and W225. The :
govermning body failed fo ensure that the facility 2. See responsc to W212 and W25, 1}//5/07
sacured timely psychiatric and/or vacational .

evaluations when indicated.
{W 122} | 483.420 CLIENT PROTECTIONS {w 122}

ORATORY DIREGTOR'S OR PROYIDER/SUPPLIER REPRESENTATVES SIGNATURE TIE ' — GBDATE
N4 TSI~ - /Caﬂtof?:‘z? M ,4/;%/7}14 - /77//.3'/& 7

Any deficiency stat@ment ending with an asérisk (") derotor a deficianey which the institulion be excused from coémﬁng providing it Is determined that
other safeguards pravide sufficient protection to the patients. (See instructlona.) Except for nuraing hames, the finding= stated abova are disciosable $0 days
inllowing the date of survey whether or not a plan of correction Is providad. For nurklng bomas, the above findnge and plans of corection are diselbsable 14
*fOUC'W':‘uG 'lhﬂ date these documents are made avaligble to the faclity. If deficiencles are cited, an approved plan of carrection js requizita to continuad
Jram partielpation.
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{W 122} | Continued From page 1 {W 122} The DoDS revised agency policy to meet the
“The facility must ensure that specific client standards of the Departments of Health and
protections requirernents are met. Disbility Services. Training was provided to staf
al all Ievels on the requirements of the policy on
November 3, 2007. On November 10, 2007 the
_ DoDS convened 2 mocting of all management giaff
This CONDITION Is not met as evidenced by- : ]“:‘flegg’g‘f‘wif “Th‘“"mc XA ":‘;‘gg’;‘m"p?‘ ting a”tmd
The facility failed to develop and implement amecting of fhe Nmmn mis conv
N . vursing Deparfment and the DD
effective .poll_c:as and procedures to ensure the Department, where the DoDS trained all QMRPs,
Implementation of its incident management 3 Residential Dircotors (RDs), RN Suparvisors,
System [See W149]; failed to ensurs that all o Designated Nurses, and Medication Nurses on
allegations of neglect or abuse, as well as injuries November 14, 2007 ox the Incident Policy,
of unknown solirce, were reported and | Including notifications,and investigations. The
investigated thoroughly [See W153 and 1 54]; and Incident Menagement Coontinator (IMC) attended
failed to ensure that Investigations were reported | - _ investiggtion training with Labor Relations
to the adminlstrator or designated representative | . Associates from November 27-30, 2007 that
within five working days of the incident [See provided her with additional treining on thorough,
W15E] . complete, and timely investigative procedures, The (.
: ' DoDS will continue to provide wainftg, mentoring,
The effects of thess systemic practices results in Support 2nd oversight on the incident mamagement
the failure of the facility to protect its clients from . System to ensure that siaff and Professionals
harm and to ensure their general safety and well providing scrviess comply with the policy and 2y A
baing. , . requirements. - 73/07
W 125 | 483.420(e)(3) PROTECTION OF CLIENTS W 125 '
RIGHTS ‘
The facility must ensure the rights of all clients. See use to Wi22, The h -
‘Therefore, the facility must aliow and éncourage mﬂi"f.'é" on documenting, mﬁm ﬁm 12//3/5 7
Individual clients to exercise thelr rights as clients family, attorney, gnardiay, administrator, DDS,
of the facility, and as citizens of the United States, [ - DOH and fnvestigating incidents, .
‘[ Ineluding the right to file complaints, and the right : '
‘to due process,
This STANDARD s not met as evidenced by:
Based on Interview and record review during the
revisit on November 7, 2007, the facility failed to
ensure edch client's right to file a compaint and
| have his/her complalnt fully invastigated, for one
of the five clients residing in the facility. (Client _
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W 125 | Confinued From page 2 W 125
#4)

The finding Ihcludes:

Cross-refer to W148. On Qctober 28, 2008,
Client #4 informed staff that Client #1 had
punched him in the face. Interview with the
Qualified Mental Retardation Professional
(QMRP) on Novernber 7, 2007, at approxirnately
6:00 PM, revealed that the allegation of
peer-on-peer abuse had not been reported in
accordance with facility policles. Although the
| @QMRP indicated that she had interviewed the two
| clients at the time the client made his allegation,
there was no written documentation available for
| revlew to-verify that the client's complaint had
been investigated. In addition, thera was no
avidence that Cliant #4's allegation was reported
to outside enfities, Including his mother (she
remains involved in his care), in accordance with
facility palicies, to ensure that his complalnt
recelved appropriate review, . _ :
W 148 | 483.420(c)(8) COMMUNICATION WITH W 148
" | CLIENTS, PARENTS &

: . Sec response o W25, )
The facility must notify promptly the cllent's ¥ 2/5/&7
Parents or guardlan of any significant incidents, or '
changes in the client's condltion including, but not
limited to, serious illness, accident, death, abuss,
or unauthorized absesrce. .

This STANDARD s not met as evidenced by:
Based on interview and record review during the
revlsit on November 7, 2007, the facliity failed to
eonsistently natify the client's parants of
significant incidents, Including allegations of
physical abuse, for one of the five clients rasiding
In the facility. (Cllent #4)
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W 148 Continued From fage 3 W 148

’ The finding incluges:

Cross-refer to W148, On Ocfober 28, 2003,
Client #4 informed staff that Client#1 had -
Punched him in the face. Inferview with the
Qualified Mental Retardation Professional
(QMRP) on Novemnber 7,2007, at approximately
6:00 PM, revealed that the allegation of
Peer-on-peer abuse had not besn reported in
-accordance with facility policles. There was no
Bvidence that Client #4's mother (Who remaineq
active in his care) was made aware of her son's
allegation,

It should be noted, however, that the facilty had | ) ]
documented having notified his mother Prompily _ f

| after her son was bitten on the shoulder by Cllent
#1 on September 30, 2007. ‘
{W 148} | 483.420(d)(1) STAFE TREATMENT OF {W 149}

CLIENTS ' ‘ .

‘ .| See Tesponsc o W125. The policics define
The facility must develap and implement written “incident.” The DoDS5 has beld, and will continue
palicies and procedures that prohibit | o hold, numerous “‘“I’)"g sessions on Incideat
mistreatment, neglect or abuse of the giant. meg::; il‘hﬁe ?:u;;gmﬁﬂ' allitgff

| with responsibility for incidents when he or she i

This STANDARD s nat met as evidenced by, - , g:l)‘gsgwnmg mMﬁ-dm-
Based on staff Interviews, review of Client #4's " ot-<lient aggression is still  serios reportable
medical and habilitation records as well as review ' incideut, and must be managed according to policy,
of the facility's incident managsment pollcy, the The client may need addstinnai behavioral sepports
Tacility failed to implement written policies that : and plagning, gnd the enVEronment mest he
provide the detajl necessary to guide staff, to ' ‘adjusted as much as possible to prevent the
ensure that allegations of abuse were reportad possihility of harm 10 others through a client’s
and Investigated in aceordance with federal and maladaptive behaviors, ' ‘ 4 ?/3/07
state regulations. (Resldents #1, #2, #3, 24, #5) ‘ :
The finding includes:
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{W 149} | Continued Frarn page 4 {W 148)

On November 7, 2007, at 9:14 AM, interview with
the Resident Director (RD) revealed that there
had been one incident reported and Ihvestigated
since the September 28, 2007 recerification
survey. The corresponding documentation was E
reviewed. At 9:20 AM, the RD stated that there

| had been no other incidents reported. At
approximately 1,35 PM, the Qualified Mental
Retardalion Professlonal (QMRPY) also indicated
that no other incidents had eccurred since the
September 28, 2007 recertification survey. The
LPN Designated Nurse, who was present at the
time, stated that she was unaware of any other
incldents that required nursing care (except for
Client #1's medication refusal),

Later that day, however, at approximately &:26
FM, & nursing note was found in Client #4's
medical chart that Indicated he had made an
allegation of physical abuse. On October 28,
2007, at 9:30 PM, a medication nurse
documented that a "counselor” reported an
altercatlon between Client #4 and 5 peer. The
progress note further indicated that the nurse had
-assessed the client and found no sign of injury.
He did, however, dacument having administered
Tylenol BS0 mg that evening “for paln.”

At 5:30 PM, the QMRP was asked about the
incident. She stated that she had been ohstte
that svening, Wwearking with Cllent#1 in the dining
-room. According to the QMRP, Client #4 told the
medication nurse that Cllent #1 had punched him
in the face. The nurse pramptly came to the
dining reom and notified the AMRP. She sald
Client #4 had not told anyons ebout the alleged
attack before the nurse arrived. The QMRE
reportedly interviswed the two clients; hawever,
thers was no written documentation available to

S—
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{W 149} | Continued From page 5

included the following:

.| belng served, zn employee,.."

‘| Reportable Incident,”

verify that an investigation had been initiated.
The other staff on duty at that ime reportedly had
beeri in the basement with other cllents, The
QMRP further indicted that she had not viewed
his as an incident besause she categorized
Client #4's allegation as a false-accusation,
Neither she nor the nurse had decumented the
allegation of abuse on an incident rapart The
QMRP and LPN Designated Nurse both stated
that making false accusations was nhot one of
Client #4's known target behaviars, -

Al approximately 6:05 PM, the QMRP was asked
-whether the facility's policy addressed allegafions
of physical abuse. She replied that she planned
to make a reference to Client #4's accusatian
when she wrote her October QMRP Monthly Nota
in the client's record. When pressed further
about policies on reporting such allegations, at
6.08 PM, she expressed doubt that thair policies
requirad an incident report it'when an Bllegation
involved peer on peer allegations: "not
individuals__, staff, that's an incident.”

The facility's Policles and Procedures Manual _
(manual) was reviewed, beginning at
-approximately 6:10 PM. At the outset, the
Mmahual provided a list of definitions, which

Abuse: “The wrongful trestment of an individual...
including, but not limited 1o, another individual

Incidents: Included was "Allegation of abuse,”
which was marked with an asterlsk, - The list
indicated that an asterisk meant this was
categorized by the dgency as a "Serleus

{W 149)

(X5)
COMPLETION
DATE

—_—— |

_ |
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{W 148} | Continued From page 6 : : {W 149}

Serlous Reportable [neident "A reportable
incident which, due to its significance or severity,
requires immediate notification to, and
investigation by, external authorities, In addition ta
internal review and investigation by the provider

agency..."

Review of the Incident Management Paliay,
revised 10/8/07, revealed that "Allegatign of
Abuse” was ligted as a Serious Reportable
Incident on the incident report form that was used
for documenting all Incidents, regardiess of-
severity, as per the facility's policy,

It should be noted that Clients #1 and 4 havea
documented history of altercations between the
two, some of which Jed to serious.Injuries that
required treatment at hospital emergency rooms,
For example, an incldent report dated Sepfember
30, 2007 and its corresponding investigation
repor, described how Client #1 bit Client #4 on
the shoulder with little pravocation. The bite
broke the skin, Cllent#4 was taken to an
emergency room for immediate care and ‘
antibiotic reatment.

It should be further noted that at approximately
305 PM, the QMRP and RD both stated that the
agency's Directar of Disabiflty Services had
reviewed their Incident Management Policies with
all nurses, RDs, QMRIPs and the Incident
Management Caordlnator at a “program
managerment’ meeting held Thursday, November
1, 2007, S

e e e e el . P
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TW 149}

accordance with their incident management g

Immediately, followed by written notification within

Contlnued From page 7

Previously, the September 28, 2007 survey
findings included: ‘

Based on Interview and record review, the facllity
failed to establish and/or implement policies to
ensure the health and safety of four of the six
clients residing in the facilify. (Clients #1, #2, #4
and #5) - -

The'ﬁndlngs Include:

1. The facility failed to docyment the nofification
of the State agency of significant incldents, n

policy, as follows:

Cross-refer to W163. Raview of the facility’s
incident reports, investigations and client records
on September 25-27, 2007 revealed evidence of
four incidents of ebuse and one injury of unknown
source documented 1o have occurred between
Janvary 2007 and September 2007, Continued
review of the facility's incident reports and/or
interview falled to show evidence that the
administrator and the Depariment of Health were
made aware of the five aforementionad incidents.

interview with the Resldent Diractor (RD) and
Qualified Mental Retardafion Professional
(QMRP) was conducted on September 25, 2007
at 3:21 PM and 3:44 PM respectively. They both
Indicated that staff who witnessed, discovered or
were informed of the aforementioned incldents
should have docymented the incident on an
Incident report prior to end of higter shift. The
QMRP stated that the Department of Heafth
(DQOH) was to be notified of all allegations of
abuse/neglect and injuries of unknown sautee

W 149}

1. See response to W125.

/z//j/ﬁ
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{W.148} | Centinued From page 8 {W 149}
24 hours. '

Review of the facility's “Incident Management”
policy on September 28, 2007 revealed incidents
were categorized into both reportable and serious
reportable incidents. Allegations of abuse, naglect
and injuries of unknown saurce were identified as |
serious reportable incidents. Aecording to the
policy, staff were required to “immediately call"
the case manager, the DOH, and the client's
parent or guardian for all sefious reportable
incidents. Incident repatt forms were fo be
completed on “all serious reportable incidents”
and the incident report was to be forwardsd to the
DOH within 24 hours, However, the survey
revealed thal the facility had not consistently
notified the State agency of the incidents, in .
accordance with its policias, '

4. The QMRF and Residential Director who staffed

[ 4. The facility failed to ensure consistent the home from January 2007 —May 2007 are no
implementation of the "investigation" component | - longer employed by the agency. The current _
of its Incident Management policies, as evidenced QMRP and RD were brought in fo replace them,
by the following: and have been traincd thoroughly on incident o
| msnagement See response lo W122, 12/13/{17

Cross-refer-to W153 and W164, Review of
incident reports, investigations and client records \
on September 25, 2007 and September 27, 2007,
revesled two allegations of abuse and/or neglect
(January 17,-2007 and April 8, 2007) and one
allegation of verbal abuse (May 14, 2007). The
QMRP was Inferviawed on Saptember 25, 2007,
al 3:44 PM. She stated that all allegations of
abuse were to be investigated and cornpleted
within five business days. Review of the facillty's
"Incident Management” policy on Septsmber 26,

| 2007 verified this; “all investigations for serious
reportable incidents will be completed within 5
business days ... " Survey findings, however,
reveaied no evidence that the January 17, 2007
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{W 148} | Centinued From page 9 1 {w 149}
' and April 8, 2007 Incidents were investigated;
and, the investigation report for the May 14, 2007

allegation of abuse documented that it was
submitted far review on May 24, 2007, and the
Dlrector of Operations signed it on May 25, 2007, | . o
{W 153} 483.420(d)(2) STAFF TREATMENT OF {W 153}
CLIENTS : _ ,
“The: facllity must ensure that all allegations of See Wmcw Wi _ /2/ 3/07
misfreatment, neglect or abuse, Bs well as
injuries of unknown source, are reported
immediately {0 the administrator or to ather
officials in accordarice with Stats Iaw through
establlshed procedures.

-| This STANDARD s not met as evidenced by:
Based on staff interviews, revlew of Client #4's
medical and habilitation records as well as raview |
of the facility’s incldent management policy, the
facility failed to report all allegations of abuse in.

*| accordance with federal and state :egulaﬁons and |
facllity policies. ‘

The ﬂnding includes:

Cross—referto W148. Accordmg to a hursing
progress note in Cllent #4's medical chart, a
"counselor” reported to a medication nurse that
there had been an altercation between Client #4

.} and a peer, On Octoher 28, 2007, at 9:30 PM,
Client #4 alleged that Client #1 had puniched birn
in the face. Interview with the QMRP revezled.
that she thought the client, net @ counselor, had
first reported the zllegation of abuse to the nurse.
The nurse then notified the QMRP. The QMRP

'| further indicted that she had not viewed this as an
| incident because she categorized Client 24's
allegation as a false aoousation. Nelther she nor .
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the nurse had documented the allegation of
abuse on an incident report, in accordance with
agency policles. Further interviaw and record
review revealed no evidence that Client #4's
allegation was immediately reported to the
Administrator and/or the Department of Health as
required.

Previously, the September 28, 2007 survey
findings included:

{ Based an interview and record revisw, the faclily

failed to ensure all Injuries of unknown source
and allegations of abusa, were immediately
raported to the administrator and ta other officials
in accordance with State lew (DC regulation 22
DCMR: Chapter 35, Section 3518.10), for three of
the six clients residing In the facility. (Clients #1,
#2 and #4)

The findings include:

1. Review of the facility’s incident reports and
investigations on September 25, 2007 beginning
at 4:22 PM revezled that the faclllty failedto
provide evidence that the following incidents were
immedlately reported to the administrator and/or
the Department of Health as required:

a. 0n January 17, 2007 staif reported that Clients
#1 and #4 were in a physical altercation that
resulied in Client #1 needing emergency medical
services to address an injury to his lower flp.
Review of the emergancy. room consuliation form
dated January 17, 2007 revealed Client #1
recelved sutures {0 his lower lip laceration.

1_a Scc response to W149 #4.
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{W 153}

{w 154}

(Resldents #1, #2, #3, #4, ¥#5)

| approximately 5:30 PM; interview with the QMRP
| (October 28, 2007). warking with Client #1 in the

Continu_ed.From page 11

b. On April B, 2007, staff reported that Client #1
was varhally aggressive 1o hls roommate Client
#4. According to the incident repott, Client #4
was kicked by Cllent #1 and then Client 4 bit
Client #1 on the left side of his wilst.
483.420(d}(3) STAFF TREATMENT OF
CLIENTS

The facility must have evidence that all alleged
viulatic_:ns ars thoroughly investigated.

This STANDARD is not met as evidencad by:
Based an staff Intetviews, review of Client #4's
medical and habilitation records as well as raview
of the Tacility’s incident management policy, the
facility fajled fo investigate all allegations of abuse
in accordance with federal and state regulations.

The finding Includes:

Cross-refer to W148. According to a nursing
progress note in Client #4's medical chart, g
“counaelor” reported to a medicatlon nurse that
there had been an altercation between Client #4
and a peer oh October 28, 2007. At9:30 PM, a
medication nurse documented having assessed
the dlient and found no sign of injury. The nurse
did, however, administer Tylenol 650 mg that
evening "for pain” after the attercation.

On November 7, 2007, beginning at
revealed that she had been onsite that evening

dining room. According io the QMRP, Cllant #4
told the medication nurse that Cllent #1 had

{W 153}

{W 154}

Lb. Sce responsc to W149 44,

See response to W149

;7//3/0 7

X 12/‘3/57
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{W 154} | Continued From pags 12 {W 154}
punched him in the face. Tha nurse promptly

came fo the dining roam and netified the QMRP.
She sald Client #4 had not told anyone about the
alleged attack befdre the nurse arrived, |

| Careca’s Policies and Procedures Manual
(manual) was reviewed, beginning at
approximately 6:10 PM. "Allegation of abuse"
was listed, or categorized as a "Serious
Reportable incldent,” A Serious Reporiable
Incident was defined as; "A reportable incident
which, due fo its significance or severity, requires
Immediate notification to, and investigation by,
extemal authorities, in addition to intemal review
and investigation by the provider agency..."

The QMRP reportedly interviewed the two clients;
however, there was no written documentation
available to verify that she had initiated an
investigation. She said she had not Interviewed
the other staff person who was ongsite that
evening. Thera was no evidence that Client #4's
allegation of physical abuse was thoroughly
invastigated by the QVIRP. Bacause it was not
reported up the chalh of command within the
agency, there had been no administrative
investigation performed by the Incident
Management Coordinator in accordance with
facility policies, nor were investigation(s)
conducted by outside enfitias s mandated by
regulation.

It should be noted that Clients #1 and #4 have a
documnented hisiory of altercations between the
two, some of which led to serious injuries that
required treatment ait hospital emergency rooms.
For example, an incident report dated September
30, 2007 mhd its corrasponding Investigation”
report, described how Client #1 bit Cliant #4 on
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Continued From page 13
the shoulder with Jittle provacation. The bite
broke the skin. Client#4 was takentoan

emergency room for Immediate care and
antibiotic freatment.

Al

-W

Previously, the Beptamber 28, 2007 survey
findings included:

Based an interview and record review, the facility
failed to ensure that al| allegations of abuse or
neglect were thoroughly Investigated, for two of
the six cllents residing in the facillty. (Clients #1
and #4) ' , :

The findings include:

2. The facility failed to ensure a therough
investigation was conducted for all allegations of
abuse, 33 follows: '

Review of the facility's Incident reports and
investigations on September 25, 2007, beginhing
at 4:22 PM, revealed that on April 8, 2007, staff
reported that Cllent #1 was verbally aggreesive to
fis rcommate Client #4. According to the incident

report, Glient #1 kicked Client #4 and Client #4 bit |

Client #1 on the left side of his wrist.

An *Incldent Summary Report® had been
completed for the aforementioned incident.
Review of the summary, however, revealed that It
documented anly two eomponents, a restatement
of the aciual incldent and recomimendatlons,
There was no evidence that interviews or
staternents had bsen collected and reviewed o
investigate the Incldent.” Additianally, there was

{W 154)

2. See response to lez and W125, ' /2 //5 /0 7
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{W 154} Continued From page 14 - {W 154)
no documentation indicating whether the incident
had been substantiated or unsubstantiated. At
the time of the survay, the facllity failed to show
evidence that the aforementloned incident had
been tharoughly investigeted,

{W 159} | 483.430(a) QUALIFIED MENTAL {W 159}
RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and monitored by @
gualified mental retardation professional,

This STANDARD is not met as evidenced by:

| Based an observation, Interview and record
review, the Qualified Mental Retardation
Professlonal (QMRP) falled to respond timely to
previously-identifled active treatment andjor
support needs, for three of the five elients
residing in the facility. (Clients #1, #2 and #3)

The findings includes:

1. The September 28, 2007 recertification survey _ ‘ ,
had revealed inconsistent Implementation of 1. a. The QMRP will rexmest the Psychologist, {2 ﬁ 3 /07
Client #1's recommended cigarette Smaking ' Psychiatrist, and Primary Care Physician to :
reduction, without evidence of coordination and recommend behavioral and medical (if needed)
monitoring by the Quallfled Mental Retardation t interventions fo assist the client in smoking
Professional (QMRP). The Nevember 7, 2007 " cessation. Effective stratogies must menage his »
revisit revealed continued inconsistent , constant demands and resulting behaviors when he
implementation of the cllent's recommended is ﬁumd by not being able fo smoke, snd rust
smoking plan and continued failure to coordinate - preveat him from harming himself, others, and

and monitor an effective intervention strategy, as property, and must include, but go beyond, setting
follows: a smoking schedule.

a. Even though the QMRP stated that Cllent
#1"can only have three cigarettes per day,” as
recommended by the cardlologist and agreed to
by the primary care physician and the client's
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brother, he was observed smoking his third
cigarette before departing for day program on the
morming of November 7, 2007 and key staff wers
N without clear instructions on how to address the
issue. '

At 6:54 AV, Client #1 was observed on the front
porch smoking a cigarette. At7:18 AM, the cliant
asked the Resldent Director (RD) for a cigarelte.
The client smiled as he told the RD that he had
not yet had a clgarette that morning. The RD said
he thought that he had already smoked cne_
Nevertheless, the RD gave the client another
cigarette and he smaked it on the front parch. At
approximately 8:02 AM, Cllert#1 came back to’ : ' ,
the RD and asked for cigarettes. The RD asked ' ' o
him to wait but then gave him another cigarette C
after ha complied with a request to insert his
dentures. The client smoked it (his third that
marning) at approximately 8:10 AM. At B:24 AM,
the clients and staff loaded onto the van and left
for day program. Accerding ta the RD, Client #1
took a cigarette with him to smoke during a break
at day program. At approximately 10:04 AM, the
QMRP stated that Client #1"can only have three
| clgarettes per day," as.recommended by the
cardiologist ahd agreed to by the primary care
physiclan and the client's brother, :

b, The QMRP and Client #1 had not established ' _

a set schedule. At10:12 AM, the QMRP 1b. Sec response to La. above, N akz)ey
indicated that the client normally smoked a ‘

cigarette after breakfast, another one after lunch :
and a third sfter dinner. Two minutes later,
hewever, she acknowledged that this had "not
been outlined in a written schedule.” Interview
with the RD later, at approximately 1:40 PM,

| revealed that the client had bean taking two .
cigareties with him to day program daily, whereas
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Cantinued From page 16

the QMRP expected him to take only one.
Canversation between the RD and Client #1 prior
to day pragram departure indicated that the cliant
also expected to take two cigareties with him to
day program,

c. Client#1's Behavior Support Plan (BSP),

‘which had expired on Saptember 18, 2007, did

not provide direction to staff on how to address
the smoking issue. During the revist, a staff
person was observed offering him a cigarette as

| & reward for complying with a request to insert his

dentures as instructed.

On November 7, 2007, at approxitmately 8:02 AM,
Client #1 approached the RD and asked for
cigarettes. The RD repliad he would give them to
him when he got on the van o go 1o day program.
He told the client that it was too earfy and he was
trying fo help him to curb his srmoking. The RD
then asked him to Insen his dentures. After the
client hesitated, the RD said "I'l work with you,
‘work with me™ and then offered to give tha client
anather cigarette if he put in the denfures. At
8:09 AM, the client refurned ta the dining room

| wearing his dentures and the RD gave him a

cigarette. He prompily smoked it outdocrs.

Af approximately 10:14 AM, the QMRP indicated
thai she had addressed the topic with staff at an
October 20, 2007 training session. At 10:15 AM,
when asked at what poinf would it he acceptable
for staff to allow him to smoke more than three
cigareties, the QMRP stated that was “not
acceptable." When asked If a cigarette could be
offered as a reward for complying with a request,
she replied "clgarsties are not a reward. No, We
reward him in other ways.” The QMRF then
agcknowledged that the BSP had axpired. She -

W 158}

Lc See msmnbﬁ to l.a above, 14 2/"5/ o7
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Navember 18, 2007.

| 1t should be hoted that review of the facility's
‘Human Rights Committee minutes for a meeting

| bite had eccurred on September 30, 2007. The-

| because he didn't have cigarettes, When his

1 and-go to sleep, he came over to Client #4's bed
| and bit him on the shoulder, The investigation

| sUre <client's name> has required amount of

implementing the recommendation.

‘| (2) At approxamately 10:55 AM, review of Client

Continued From page 17

expressed an expectation that an updated BSP
would be available for review at the client's
upcoming annual ISP meeting, scheduled for

held on November 30, 2006 revealed that the
committee had recommended that Client #1's
BSP be updated. The BSP, however, had not
been updated gince the committee made the
recommerdation 11 months sarfier.

d. Facillty staff documented at least two recent
behavioral oufbursts, including one incident that
led to client injury, that were tigaratte related, as
follows: : '

(1) On November 7, 3007, at 9:14 AM, the RD
indicated that Client #1 had bittan Client #4
recently, It had broken the skin therefore they
took Client #4 to an emergency rmom far a
tetanus shot.  An incident report documented the

corresponding investigation report, dsted Qctober
2, 2007, indicated that Cliant #1 had been angry

then-roommate Glient #4 agked him to be quiat

listed four recommendations, including "Make
cigarettes as recommended by medical doctor.”

Observetions and intervlews during this revisit
Teilled o show evidenca that staff were effectively

#1's BSP revealed that it had expired on

{W 159}

1.d. (1) See responst 1 1.2 above.

1.d.(2) See responsa 19.1.4, above,

12/13/07 '
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September 18, 2007, The functional apalysis
identified seven likely antecedents for his targeted
maladaptive behaviora (non-compliance, verbal
aggression, verbal threats, crying and using a

| loud tone of voice indoore), including when he
had no cigareties and when he could not smoke
due to task/ activity involvement. -

(3) At approximately 1-45 PM, the QMRP and the : ' :

LPM Designated Nurse presented an Incident 1.4.(3) See response to L.a. above. 7 ?-%3/67
repart, dated October 24, 2007. The nurse ' ' '
documented the cllent's repeated refusals to take
his moming medications. Review of the Incident
Summary Report, dated Octobet 25, 2007,
revealed that staff had refused to give him 2
sacaond cigarstte and referfed him to the nurse.
The client then became angry and refused to
comply with the nuise's requests (three times) to
take his medleations.,

2. The Septemnber 28, 2007 recerfificatian survéy

had revealed that the QMRP failed to establish a 2. The QMRP will provide an active treatmenqt 2 /,3 ﬁy
system {o ensure clients had baheries available to program for the person where he, will budget for | A
- | operate thelr TV remote contrals. Specifically, ' purchase of batteries; alert staff when his baticries |,
| Client #2's remote was without batteries and the are low, so that they cam be discarded; aud he can
QMRP had been unaware. The November 7, buy sad insert new battcries in the remotc.

2007 revisit revealed coninued failure to
establish a systern to address this need, as
*| follows:

-{ On November 7, 2007, at 5:16 PM, Client #2 was
asked about his televislon remote. He retrieved
the remate (marked with his name) from his
bedroom, Inspection revealed that the bittery
compaitment was empty. The QMRP and RD
said the remote had been "lost” after the
September 28, 2007 survey and they were
surprised ta see it rerppear that aftemoon. The
RD offered to assist Cilent #2 with buying new
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3. Cross-refer o W212., The September 28,
2007 receriification survey had revealed that the

| QMRF failed to ensura comprehensive
assessment of Clienis #1 and #3's psychiatric
conditions/ needs. On Navember 7, 2007, at 3:27
PM, the QMRP stated that neither client had
received an updated psyehiatric evaluation,

R T T LT A S S

Previously, the September 28, 2007 survay
findings includad: :

Based on obsenation, interview and record
review, the Quallfled Mental Retardation |
Professional (QMRP) falled to ensure getive

| reatment services were monitored, coordinated
and integrated, for three of the six clients residing
in the faciiity. (Clients #1, #3 and #4)

The findings include:

‘1. Observatian of Cllent #1 throughout the survey
revealed the cllent smoked cigarettes, Review of
the client's madical records on Saptember 27,
2007 at 8,34 PM revealed a cardiology
consultation report that documented ,
recommendations including decreasing the
client's use of fobaceo to ho more than three
cigareites a day.

Inferview was conducted with the designated
Licensed Practical Nurse (LPN) on September
27,2007, at 1:58 PM, to ascartain Information
regarding Client #1's smoking practices.
According to the nurse, there was no schedule

consult.

1. See zesponse 1 W159.

3. The QMRP will schednle g comprehensive
| Psychiatric evaluation for the people who need this
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' | batteries that evening during a community walk.
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Implemented to dssist the cliant with reducing his
tobacco Intake. The nurse stated that the cllent
wae given $5.00 weekly that he used to purchase
cigarettes. The nurse further indicated that the
cllent maintained his awn cigarettes,

On September 28, 3007, at 7:37 AM, Client #1
was sean taking a cigarette cutslda to smoke,
The Resident Direct (RD) was asked If Client #1
wag on a schedule, He replied "He should have
4 cigarettes per day, per his physician's orders...
1 afier breakfast, 1 after return from day program
&t 4:00 PM, 1 after his.evening hygiene and he
takes 1 to day program.” The RD further
indicated that the client was "teally resourceful
and recelved cigarettes from peers outside of the
facllity (exact source not known). The dient
reportedly became upset wher told to imit his
smokes; he knew they were "his own personal
property...ha buys them... that makes them his.“

Interview was conducied with the QMRE on
Saptember 27, 2007, seeking further clarity about
Client #1's smoking practices, The QMRP stated
that no schedule had been implemented to assist
Client #1 with a reduction on hia tebacco intake.

-1 On September 28, 2007, at 6:20 PM, a fellow-up
interview with the RD indicated that he had
saught input from Client #1's brother, In a
telephone conversation just minutes esrller. The
client and staff were “really struggling with the
cigarette issue,,, he's on a set number of
clgarettes a day.. we need to de something with
his doctar's orders and IHP... he has stelen from
staff, pocket books.., | know that he smokes at
his day program too." At 7:11 PM, a direct
support staff person approached the RD and
asked about Client #3's cigarettes. The RD
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Continued From page 21

informed him that Client #3 was out of cigarattes
and did net have money to purchase more. He
told the staif that Client #1 was free to share
some of his with Client #3 1f he wanted, “but tell
hlm that he'll rin out faster with sharing with his
smoke partner.” When the staff asked where
Client #1's cigarettes were kept, the RD pulled a
pack out of his pocket and handed it to tha staff,
adding "they are now in his possession *

At the time of the survey, the QMRP falled to
faclltate an interdisciplinary team review of the
client's smoking-related nesds, to address the
cardiologisf's recommehdation for a reduotion in
his tobacco intake,

2. The QMRP failed to establish a system to
ensure clients had batterles available 1o operate

thelr TV remote contrals, as follows:

| On September 286, 2007, at approximately 8:40

AM, Cllent #2 openly declared that "my TV
broke,” The RD replied "you have lost your
remaote.” This surveyor asked the client to show
him the TV, Once In the bedroom, a direct
support staff person presented a ramote cantrol,
It was quickly determined that there were no
batteries in the remote. Client #2 confirmed that
this was tis remote. He then demonstrated how
he had been using his rcommate’s remote ta
chanpe channels (both of their TV responded to
the same brand of remote control), The RD then
informed the client that It was a matter of
"budgeting... you buy your own tatteries " Review
of Client £2's record on September 28, 2007
revealed o evidenca that he received asslstance
with budgeting for such purchases. When .
interviewed later that day, the QMRP indicated

| that sha was previously unaware that the client

(W 159}

2. S¢e response #2 above.
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was out of batteries for his remote. She also
acknowledged that there had been no budget
developed to assist the client with planning for
such purchases. _
3. Crass-refer to W212. The QMRP failed to ) 3. See responsc to #3 above. CF ) _ 11//3/67

ensure comprehensive assessment of Clishts #1
and #3's psyehiatric dondiions/ needs,
{W 212} | 483.440(c)(3)()) INRIVIDUAL PROGRAM PLAN w212}

The comprehensive fiinctional assessment must
Identify the presenting problems and disabilifies
and where possible, thelr causes.

This STANDARD is not met as evidenced by: . i
Based on interview and record review, the facility See responsc to #3 above. 17,//3/0 7
 failed to ensure a comprehensive psychiatric :
assessment had been conductad for both of the
two clients (out of three sampled cllents) in the
sample who were prescribed psychotropic
medications for behavior management. (Clients ' ,
#1 and #3) ‘

The findings include:

The September 2B, 2007 recertification survey
had revealed that the QMRP failed to enstire
comprefienslve assessment of Clients #1 and
#3's psychiatric conditions/ rieeds. On November
7, 2007, at 3:27 PM, the QMRP steted that
nelther cllent had received an updated psychiatric
evaluation. The consulfihg psychiatrist reportedly
wae attending an out of town conferencs. She
further Indicated that a November 21, 2007
meeting was scheduled with tha psychiatrist to
“review all individuals on peychotrapic
medications." It should be noted, however, that
Client #1's interdisciplinary team was scheduled
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to meet before then, on Novemnber 16, 2007, to
review an update his annual plan,

B L e L S N PP e Wy

Previously, the September 28, 2007 survay .
findings included: v

Based on interview and record review, the facility
failed to ensure a comprehensive psychiatric
assessmerit had been conductad for both of the
two ellents (out of three sampled clients) in the
samiple who were prescribed psychotropic
medications for behavior management. (Clients i

#1 and #3) : . -

The finding includes:;

Interview with the Reslident Director on
Septemnber 25, 2007, at 2:33 PM, revealed that
both Glients #1 and #3 received psychotropic
medications to address maladaptive behaviors.
This was verified through observation of the
evening medication administration on September
25,2007. Client #1's Annual Medical Evaluation,
dated September 25, 2007, reflected a diagnosia
of Intermttent Explotive Disorder (soures and -
date of diagnosis not indicatad). Interview with
the Qualified Mental Retardation Professional
(QMRP) and review of Clients #1's and #3's
records on September 27, 2007 failed to provide
evidance of a comprehensive psychlatric .
assessment that docurnented each client's Axis |
| dlagnosis and justified the use of the prescribed
psychetrapic medieations.

{W 225} | 483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN | {W 235} The QMKP and DoDS will provide fhe

: 12.[/7/d

. ‘ . : A comprehensive vocational asscssment.. / / 7
The comprehensive functional assessment must | '
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include, s applicable, vocational skills.

This STANDARD is not met ag evidenced by:
Based on interview and record review, the facllity
falled to ensure that clients recejved
comprehensive vocationgl assessments as
indicated, for one of the three tllehts in the
sample. (Clieni #3)

The findihgs include:

The September 28, 2007 recertification survey
had revesled that the QMRP failed to ansure &
comprehensive Vocational assesement for Client
#2. On November 7, 2007, at approximately 7;:15
AM, Client #3 told thls surveyor that he was not
golng to day program that day; he was “going

-1 shopping" instead. At 7:37 AM, while seated in
the nurse's office, Client #3 stated “I want another
job." Minutes later, the client sat at the dining
room table and began ealing breakfast At
approximately 7-46 PM, ha repaated fhe
comment "l want another job." Theh at 7:49 AM,
he said "l want & new joh."

At 3:30 PM, the Qualified Mantal Retardatian
Professional (AMRP) was asked gabout Client
#3's day placement. She said his vocational
program had "moved him" fo another location two |
days per week. On Tuesdays and Wednesdays, -
he was performing janitorial duties at a.
community gym. She and tha Resident Director
both sald the client had not complalned to them
sboyut wanting a new job. However, the QMRP
acknowledged that Cllent #3 had not received a
comprehensive vocefional assessment. Record
review confirmed this and Indicated that he had
been in the "Wark Activity Program™ (vocational)
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since at least 1999, There was na evidence that
the facility had sought & comprehensive
vocational gssessment, describing the client's
current interests, strengths and needs,

[Note: In follow-up to the last survey, the QMRP
stated that Client #2's interdlsciplinary team was
scheduled to meet November 15, 2007 far a cage
conference te discuss his day placernent,)

"

Previously, the September 28, 2007 s’unfey
findings included:

Based on pbservation, interview and record - ~ A
review, the facility falled ta ensure that cllents o

received comprehensive vocational assassments
as Indicated, for one of the three clients in the
sample. (Client #2)

The findings include:

| On September 27, 2007, at approximately 8:15

.| AM, the Resident Director (RD) stated that Client
#2 performed volunteer work in the dining araa of
‘| a nursing horne. The RD indlcated that he had
just been informed by Client#2's job coach that
the client had done-so well during the "trial period”
that the nursing home wanted hiri to continue
there on a permanent basis. The job coach
reportedly planned to inform the client's
government case worker of his wark performance
and recommend that he remain at mat location.

‘Client #2 was observed at his day placement on
September 27,2007, beginning at 9:87 AM. The
client placed eating utensils in individual plastic

FORM CMS—ZSG?(O2—99] Previews Varsione Obsdlate ' Event 1D: €512 Facility iD: 0BGoB4 If confinuatlon sheet Page 26 of 29

117202007 TUE 11:31 [TX/RX NO 81571




7
12/18/2007 10:53 FAX 301 585 4541 CARECO [Bo29

L1/1¥/ZYUT Z3:31 FAX 2024428430 HRA o053
’ i PRINTED: 11/19/2007
DEPARTMENT OF HEALTH ANDO HUMAN SERVICES ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
“TATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (¢2) MULTIPLE CONSTRUGTION : {X3) DATE SURVEY
1D PLAN OF CORRECTION IDENTIFICATION NUMEBER; COMFLETED
A. BUILDING
B, WING R
096094, a , 11/07/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 2)P CODE '
. 5934 9TH STREET, NW
CARECO 05 WASHINGTON, DC 20012
ey 1D SUMMARY STATEMENT OF DEFICIENCIES ‘ D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MIJST BE PREGEDED BY FULL PREFIX | . (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE | DATE
_ DEFICIENGY)
{W 225} | Continued From page 26 {w 225)

bags. He did so without any assistance from his
inb ¢oach or his peers. His job coach stated that
he and three other volunteers with disabilities
placed the eating utensils, along with napkins and
ice water, at the residents’ place settings before
lunch. The coach describad the cllent as "one of .
my best workers." According to the coach, Client
| #2 had been volunteering there for approximately
1 manth, "preparing him for employment.”" She
stated that the dlient was "well-mannered and
polite_”

The job ¢oach indieated that Client #2's trial
period was scheduled to end in 3 months
(December), however, she would “iry to get him
to stay because he is very good." He and his
peers did nat earn a stipend or receiva a wags for
{heir work, They volunteered at this work site
Monday-Friday, between 8:00 AM - 2:00 PM.

At10:16 AM, Client #2 approached the Job coach
and asked "I'm golng to make more money,
Hght?" After the client walked away, the coach
acknowledged that money meant something fo
him. She said that while he was already
‘motivated, she thought that he "would be sven \
more motivated if he got & cheek in hand.” At the
time, there was only one paid staff in the dining
area, the nursing home's dining room supervisor.
This was verified a few minutes later through
interview with the supervisor. She was the sole
pald empioyee. She also confirmed that Cllent #2
"anjoys his work and is deing well."

At approximately 10:30 AM, the coach indicated
that to date, she had not met either the Qualified
Mental Retardation Professional (QMRP) of RD:;
‘| heither individual had visited the cument sefting.
‘When asked about Client #2's strangths, tha
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coach said she "he catches on very well... can
perform most tasks after one demonstration... is
| independent in sliver ware, wiping tables, prefty
much everything." However, she described the
client as distractible. When asked If he was
currently employable, she reaponded “yes "

Later that day, the RD and QMRP were askad
apout Client #2's day placement. At 5:24 PM, the
| RD confirmed that he had not observed the elieht-
performing work tasks at the current location. At
approximately 5:29 PM, the QMRP also
acknowledged that she had not visited the current
| work site. She did, however, raport having
received a telephone call from the |ob coach on
the previous day. The coach repored that the g
client was "doing well! She confirmed that while
the other clients were leaving the work site in _
December, they wanted “to keep him" at the
nursing home and & case conference was
planned for within the coming month (October) to
discuss the proposal, When asked about a
‘vocational assessment, the QMRP stated that

|| she did not know whether an assessment had
been performed. . »

On September 28, 2007, beginning at 9:53 AM,
review of Cllent #2's record falled to show _

| evidence that he had recsived a comprehensive
vocational assessment to determine his interests,
skills and training needs. There was, however,
an annual report (dated April 30, 2007) that was
prepared by the client's eurrent day program. The
report.indicated that while he was a "very hard
worker," he required "verbal prompts throughaut

| the day to remain on task.” The day program
plen for the coming year inclided a
recommendation to “explore community based

| employment opportunities” by exposing the dlient
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to "at least 2 community-based smployment
oppartunities per quarter,””

it should be noted that further interviews with
Client #2 and residential staff confirmed that
money was important to the client and that ha
enjoyed making purchases. According to the RD,
the client was responsible for purchasing
batterles for.such items as his TV remote control.
At the time of the survey, there was no evidence
that Cllent #2's interdiscipinary team had a
comprehensive vogational assessment,
describing the client's current interests, strengths
and needs, available for discussion at the
Upcoming case canference. it was proposed to
keep the client placed In a volunteer position with
N na oppartunity for advancement to a paid position
of employment.

It should be further noted that on September 28,
2007, at 4:51 FM, Client #2 enthusiastically
declared to that he had received a paycheck that
day. Payment was for “contract work that he had
performed during a recent period he spent
working at a sheltered workshop, and not at the
volunteer work site,
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{1 000} INITIAL COMMENTS {) 000}

A follow-up survey was conducted on November
7, 2007 to determine the facility's compliance with
previous deficiencies cited on September 28,
2007. The findings of this survey were based on
obsetvations, Interviews with direct support and
administrative staff and clients, and the review of
recards, Including incident reports snd
administrative records.

{1042} 3502.2(b) MEAL SERVICE / DINING AREAS | {1042}
Madified diets shall be as fiallpws:

(b) Planned, prepared, and aetved by individuals
who have received Ihairuction from a dietitian;
‘| and._. :

| This Statute is not met as evidenced by:

Based on interview and record review, the facility
| falled ta ensure that all persons waorking with
residents were trained o effectively meet the
residents’ dietary needs, for 4 of the 6 residents
residing in the facility. (Cllents #1, #3, #4 and #5)

The finding inciudes: _

The GHMRP submitted a written Plan of
Correction, signed October 25, 2007, in which the
provider Indicated that the Nutriionist would
provide "appropriate dietary management training
to all facility staff* by November 2, 2007.

‘| However, review of staff in-service training -
records and interviews with the Qualified Merizl -
Refardation Professlonal on November 7, 2007
revealed that tralning had not yet been provided.
The QMRP stated that the Nutritionlst was
scheduled to provide additional training on
November 11, 2007. =
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Previously, the September 28, 2007 survey
findings included:

Based an observation, interview and record
review, the fagility falled to ensure that all parsons
working with residents were trained to effectively |
meeft the residents’ dietarty needs, for 4 ofthe 6
residents residing in the facility. (Clients #1, #3,
#4 and #8)

The findings include!

1. Dinner was observed in the faellity on , ‘
September 25, 2007 and breakfast was observed 1. The Nutritiotist will brovide traigi o

on September 26, 2007. At both meals, all six S, nchiding the Resitontial D oo | 12/1vh
residents were served 2% milk. Residents#1,
#3, #4 and #5 were all prescribed low cholesterol
diets. |n addition, Resldents #1, #3 and #5 were
prescribed reduced calorie (1800, 1800 and
1800, respeclively) diets. On September 28,
2007, review of the menu ravealed that resldents
who were prescribed low cholestarol and/or
reduced calorle (1500, 1800) diets were {o have
skim milk. On September 26, 2007, review of
staff in-service fralhing records revealed no
evidence of recent tralning on Nutrition, menus
and/or prescribed diet plans. The most recent
documented training had heen provided on
February 18, 2006 and only one of the employees
wha attended that session (19 months earlier)
was still employed by the GHMRP. There was no
evidence that the Residence Director, who was
responsible for oversesing the purchase of menu
items, had received tralning by the Nutrtionist,

o

2. Resident#1's diet plan was changed on
August 23, 2007, to reflect a restriction on daily

ealth Regulaﬂon Administration
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fluid intake. As per orders from the nephrologist
and primary care physician, his total fluid intake
was not to exceed 1200 c¢'s dally, A
newly-established schedule indicated that he
should receive 6 oz with his afternoon snack,
after retum home from the day pragram. On
September 26, 2007, at 4:21 PM, Resident #1
was observed drinking a 16.9 oz bottle of spring
water with his shack, He finlshed the bottle in
less thah one hour, Subsequent review of staff
In-service training revealed no docurmented
gvidsnce of applicable staff training.

it should be noted that later that evening, at 6:16
PM, review of the resident's fluid inteke chart
revealed the Designatad Nurse had documented

.| 6 az for the afternoon snack. When aaked, she

said the resident had been glven & oz of juice.
Subseguent interview revesaled that neither the
nurse, nor the Residence Director Was previously
aware that Resident #1 had taken a bottle of
spring water. It remained unclear whether he
drank the 16.9 oz of water and & oz of Juice,

3603,2 BEDROOMS AND BATHROOMS

-Each bed shall be placed at least three feet (3 ) |

from any other bed and at least three feet (3 ft)
from any unprotected radiator,

This Sfatufa- is not rhe_t as evidenced by:

-Based on observation and interview, the GHMRP

falled to ensure that iwo residents' beds were at
least 36 inches apart. (Residents #4 and #6)

| The finding includes:

The GHMRP subrmitted a wiitten Plan of
Correction, signsd October 25, 2007 in which the

{l 042)

2. The Director o[ Disability Scrvlces (DoDS) will
provide traiming 1o the Designared Nurse (DN),
QMRP, and RD on ensuring that communication
and documeniation is coordinated and accurate,
thereby providing better comipliance with
recommended health servico defivery. rr3fs7

~

{1071} -f’*jﬂﬁ?
The RD will move the bed to mect the distance

requirement

I
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provider indicated that administrators would
"review the physical setting and determine how to
manage the space requirements.” However,
observation of the bedrouom on November 7,
2007, at approximately 9:20 AM, revealed that
the two beds remained In the same position.

[Note: At 9:13 AM. the Resident Director stated
that Resldents #5 and #1 had swhched bedrooms
since the fast survey.]

bl S L S

LAt b 2 e s

Previously, the September 28, 2007 survey
findings included:

On September 26, 2007, at 8:00 AM, Resident
#1's bed was observed placed only 22.5 Inches
away from Resident #4's bed. The beds
remained in their same position on September
28, 2007, at 7:00 PM,

3604.1 HOUSEKEEPING

The interior and exterior of eash GHMRP shall be
maintained ih a safe, elean, orderly, sttractive,
and sanitary manner and be free of
sceumulations of dirt, rubbish, and abjectionable -
adors.

This Statute Is not et as evidenced by:

Based on vbsarvation and inferview, the GHMRP
Tailled to maintain the interior and exderior of the
facility in a clean, orderly, and attractive manner.

The findings include:

The GHMRP submitted a written Plan of

{1071}

{1 090}

Correction, signed October 25, 2007, in which the

(EACH CORRECTIVE ACTION SHOULD.BE
CROSS-REFERENCED TQ THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION x5)
COMPLETE
DATE
DEFICIENCY)
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provider Indicated that all environmental
deficiencies would be corrected by Novembar 2,
2007. However, inspection of the facillty on
November 7, 2007, beginning at approximately
9:30 AM, revealed that several previously-cited
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deficienclies remained, as follows:

Bacl_(yard and porch:

Paint around the windows and window sills ihside _

the back porch was pesling, chipped and dirty. 1t
appeared that numerous eoats of paint had been
applied over the years and the resultant bulld-up
was notably unattractive. :

Kitchen:

1. The handle on the upper left cabinet doar
above the stove was missing a screw and was
nat secured properly.

2. Cabinetry throughout the Kitchen was notably
unattractive, presumably due to age and wear,

' Basement

There was a strip of molding (apprex. 3 ft. in
length) miseing at the base of the wall in the frant
right corner. _

Living rooim:
There were 3 burn marks in the camet that by

thelr shape, appeared to have been caused by an
ron, o ’

ol Resident bedmoms.

1. Both Resident #2 and Resident #2 had loose
dresser drawers, -ﬁﬂed_\.vith personal clothing

1. The handle will be propetly secured,
2. Cabinerry will be maintained in good repair and

kept clean. :

Missing molding will be replaced.

The me.amgwmlicrr.p]amd.
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Each GHMRP shall assure that each resident has
at least seven (7) changes of dothing appropriate

to his or her dally activities.

This Statute is not met as evidenced by:
Based on inferviews with staff in supervisory
positions, the GHMRP failed to secure for each
resident at least seven changes of clothlng,

The finding inclydes:

| The GHMRP submitted a writien Plan of

Correction, signed October 25, 2007, in which the
provider indicated that the Resident Director
would replace the damaged/ discardad elathing
items identifled in the September 28, 2007
Deficiency report by November 2, 2007, the
fallow-up survey on November 7, 2007 revealed
that the residents remained without an adequate

CARECO 05 WASHINGTON, BG 20012
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{1080} | Contlnued From page 5 {1 090} 1. The residents have “captain’s beds™ that are built
. : : for efficient use of space. The drawers are part of
items, that were placed directly on the floor p are part o
undemeath their beds, Each resident had a bed, :gicﬁ?"::;‘f;:;‘?ch?“' Jm{e may sppeat ,1//3/3’7
nightstand and wardrobe; the 2 drawers placed the frame the way dresser dra, ;3 Sud':i;"m‘;"m‘:t A
on the floor were their only dresser drawers of the dresser’s frame,
2. There was a significant accumulation of dust o . :
In the bedroom shared by Residents #1 and #4, 2. The RD has specifically assigned staff membets 1213 Ja
espeelally on the carpet in the corners, alorg the with duties for dusting %ﬂdmla‘mdﬁﬂnﬁ assistance
melding/ walls and on their window cuttains. - ﬁﬁmﬁl;‘gﬂ}:‘;;ﬁ; :‘;’;’En‘g“f ;‘;“%fg
This Is a repeat deficiency. See Fedaral “’0“; will bﬁf‘“Sﬁﬂd and the curtains IMde
Deficlency Report dated 10/12/06. regularly. - | |
. . 121357
3. There was a bum mark in the carpet just ‘
inside the door ta the bedroom shared by 3. The area rug will be roplaced.
Residents #1 and #4. Judging by ifs shape, the
‘burn appeared to have been caused by an iron.
{1 108} 3504.15 HOUSEKEEPING {1 108}
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supply of socks and undergarments. According
to the Resldent Director, at 8:40 AM, (and
corroborated later by the Qualified Mental
Retardation Professional) no new undergarments
had been purchased since the last survey.
Reportedly, there had been a delay in securing
the necessary funds from the corporate office.

Iy N A trax

Previously, the September 2B, 2007 survey
findings included;

1. On September 26, 2007, at approximately 1. The RD will cosurc that damoged socks and
| 7:58 AM, Resident #1 was asked why he was underclothing are roplaced.

wearing a pair of dress socks while he wore ‘ _ -

casual shorts and speakers. . He complained that
his athletic socks all had holes in them. During
the next haif hour, the Resident Director,
Resident #1 and thls surveyor examined the
resident’s clothing inventory. Ten of the '
resident’s 12 athletlc socks had holes In them.
(Note: The 2 drawers contained dozens of
Undershirts and briefs with holes in them and the
drawers were in general disarray.) There were 2
socks without heles found in the drawers that
moming, -Residerit #1 put them vn before leaving
for day program. '

17,//3/4 o

2. On September 28, 2007, at approximately 2. The RD will ensyre needed garments are - 12//3’/) 7
7:00 PM, ihspection of Resident #6's clothing 1 purchased, labeled, and provided to each person.
inventory revealed 1 palr of white athletic socks i
and no dress socks,

3. On September 28, 2007, at approximately - 3. See answer to #2 above. - I‘L//-? /07
7:05 PM, Resident #5's dresser drawers ' : '
contained 1 pair of underbriefs,

- |'©n September 28, 2007, at approximately 7:07
~ Health Regulation Administration
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PM, the Resident Director acknowledged that the
residents did not have at least 7 palrs of sacks
appropriate to his daily activities.

{1 187} 3508.5(d) ADMINISTRATIVE SUPPORT 1187)

Each GHMRP shall have an organization chart . The new organization chart will be posted inthe | /2//3/7
that shows the following: | house. ,

(d) The lines of authority,

' This Statute s not met as evidenced by-
Based on interview with the Qualified Mental
Retardation Professjonal (QURP), the GHMRFP
failed to mainfain an organizational chart that
showed the lines of authority within the nureing
depariment

| The finding Includes:

The GHMRP submitied a written Plan of
Carrection, signed QOctober 25, 2007, in which the
provider indicated that the organizational chart.
would be updated by November 2, 2007.
However, interview with the QMRP on November
7.2007, at 4:42 PM, revealed that she had not
.seen a hew chart end there was na ravised chart
available for review in the facifity. On November
8, 2007, subsequent review of materials
submitted by the QURP revealed no addifional
information.

Frmden A AR Aol Kook R W o o R

Previously, the September 28, 2007 survey.
findings included;

The organizational chart (dated September 2007)
that was made avallable for review on Septemnber
Health Regulation Adminlatration
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Each employee, prior to employment and
annually thereafter, shall provide a physictan’
certificalion that a health inventory has been
performed and that the employee ' s health statuy
woulld allow him or her to perform the required
duties.

This Statute is not mel as evidenced by:
Based on interview and record raview, the .
GHMRP failed to ensure that each employee,
prior to employment and annually thereafter,

1 provided evidence of a physician’s certification

that documented a health inventory had been
performad and that the employee’s health status
would aliow him ot her to parform the required
duties. . :

The September 28, 2007 licensure survey had
revealed no evidence of annual health inventories
for ene nurse and four consultanis. A staff
identifier was included with the deficlency report
that was sent to the facility’s administrative office.

- The GHMRP submitted a written Plan of

Correction, sighed QOctober 25,2007, In which the
provider wrote; “The Human Resaurces
Department will acquire the health eertificates
and place caopies in the flle at the home,” with B
completion dete of November 2, 2007.

On November 7, 2007, howsvaer, there was no
evidence of current heaith certificates in the

" Health Regulation Administration
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{1 167}| Continued From paga & {1187}
27,2007, at 2;49 PM, did not reflect the current
lines of authority within the nursing depanment, to
include the regently-hired RN Supervisor.
{1 208} 3508.6 PERSONNEL POLICIES {1 2086}
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facility. At approximately 4:50 PM, the Qualifled
Mental Retardation Professional (QMRP) stated
that she would seek documentation froim the
corporate office and forwarg them to the
regulatory agency. On Navember 8, 2007, review
of the documentation submitted by the QMRP
revealed the following:

1. The health Inventory for the nurse cited in the
previous survey ($5) had expired; it was dated
September 18, 2006: and, . '

2. There were no updated health inventories
submitied for the four consultants cited In the
prevlous survey (C1, C3, €6 and C7).

W By oy b ol ol o W R o A ol

Previously, the September 28, 2007 survey
findings included:

Interview with the Qualified Menta) Retardation
Professional and review of the GHMRP's
personnel files on September 27, 2007 revealed
the GHMRP failed to provide evidence that
cumrent health certificates were on file for one
‘nurse and four consultants.,

This is a repeat deficiency. See Federal
Deficiency Report dated 10/12/06.

3510.4 STAFF TRAINING

Each training program agenda and record of staff
partlcipation shall be maintained in the GHMRP
and avallable for review by regulatory agencies.

This Statute is not mat as evidenced by:
Based on interview end record review, the

copsultants.

223}

1. The Human Resources Dircctor will provide the n;//_s»/a'y
required documentation for the nursé and

2. See response to #2 above, = /!‘3/67

The DoDS$ will provide the agendas used. !‘2,//3/ b7
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Cantinued From page 10

GHMRP failed to ensure that agendas were
maintalned in the group home and made
available far review.

The September 28, 2007 licensure survey had
revealed no evidence of agendas for eight staff
in-service fraining sessions. The GHMRP

| submitted a written Plan of Correction, signed

October 25, 2007, in which the provider wrote;
"The QMRP will provide coples of the standard

‘agendas that were used for for tralhings," with a

completion date of November 2, 2007.

Staff ih-service training recorda were reviswed in
the GHMRP on November 7, 2007, baginning at

" | 9:56 AM. There was a staff signature sheet for

training conducted by the QMIRP and the RD on
Qctober 20, 2007 on the toplcs "Staff!
Supervision” and "Documentation.” There was
na corresponding agenda, however, availabla for
review. At approximately 4:56 PM, the QMRP

-and RD acknowledged that there was no agenda

available to verify the information that had been -

| conveyed. In addition, the QMRP did not offer

documantation or coples of "the standard
agendas" for trainings cited In the previous
suryey. : :

e e ke W M Aol el it i

Previously, the September 28, 2007 survey
findings included:

On September 26, 2007, beginning at 3:24 PM,
review of the GHMRE's staff in-service training
records revealed that there were no agendas
available for training sessions that were indicated
by staff signature sheets. For example, there
were ne agendas or handouts o indlcate ths

{l 223}

W
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subject matter discussed at the fallowing:

- September 6, 2007 "Flre Safety CookKing
Safety, Electrical Safety;"

~July 23, 2007 and August 11, 2007 "'Sexuallty;"
- August 8, 2007 "ISPs/Active Treaiment;"

- July 18, 2007 "Rights of Persons with MR/DD
Most Integrated Setting;"

- Aygust 8, 12 and 13, 2007 "Role of The
| Professional Counselor,” and

other recent tralning on such fopics as "Bthics in
The Workplace," "Securing Madical and Dentsal
Care" and "Sign Lenguage,”

| For the most part, the only agendas avallable for
raview were thosa that were brought by DDS
personnel when they presented training on DDS
policies. .

{1 229} 351 O.S(f) STAFF TRAINING

Each.training program shall include, but not be
limited 1o, the following:

® Specialty areas related to the GHMRP and the
residents fo be served including, but nat fimited
to, behavior management, sexuallty, nutrition,
recreation, folal communications, and assiative
tec:hno!ngies:

Thus Statute is not met as evidenced by:
Based on intarview and record raview, the
GHMRP failed to ensure that agendas were
malntained in the group home and made
available for reviaw.

{l 223} Continued Frorh page 11 1223}

{1229)

Heallh Regulation Administragon

STATE FORM unog

C5KJ12

If contlnuation shee( 12 of 20

1172072007 TUE 11:31 [(TX/RX NO 81571




: 1 @044
12/18/2007 10:55 FAX 301 565 4541 CARECO :

11/19/2007 23:23 FAX 2024429430 HRA gioia

PRINTED: 11/19/2007
FORM APPROVED

/

STATEMENT OF DEFICIENCIES X1y PROVIDER/SUFPLIER/CLIA MULTIPLE CONSTRUCTIO {X3) DATE SURVEY
AND PLAN OF CORRECTION xn JDENTIFICATION NLMBER: }S(T:IZ)U[[_ o TRUCTION : COMPLETED
DN

- B, WING
09G094 1110712007
NAME OF FROVIDER GR BUFPLIER STREET AODRESS, CITY, STATE, ZIP CODE ‘ '

: : 6934 9TH STREET, NW
CARECQ 05 : WASHINGTON, DC 200812

(X4 ID SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORREC'TION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION $SHOULD BE COMPLETE
TAG RESULATORY OR LSC IDENTIFYING INFORMATION) TAG CROsS-REFEREI\K:EE:I‘IFE?l THE AFFROPRIATE DATE
. " DEF CY)

{i229}| Continued From page 12 : {! 229}

The findings include:

1. Cross-tefer to 1042, The September 28, 2007 N eduled. / _2/’3/ 07
survey revealed that the rmost recent documented | 1. The Nuwitionist training will be Teschedit
tratning by the Nutritlonist had been provided on
February 18, 2008. Only one of the employess
who attended that session (19 months earlier)
was still employed by the GHMRP. The
GHMRP's Plan of Correction, sighed October 25,
2007, stated that training would be provided by
Novermnber 2, 2007, Staff in-service training
records were raviewed in the GHMRP on
November 7, 2007, beginning at 9:66 AM. There
-| was no documehted evidence that the Nutritionist _ , o
had provided in-service fraining. The Qualiflad ' :
Mental Retardation Professional (QMRP)- B '
acknowledged that the Nutritionist had not
-conducted the training to date; hawever, she
reportedly was scheduled fo provide additional
“training on November 11, 2007. y
2. The September 28, 2007 survey revealed that ? ?'/ 507
Resident #4 (who was not in the sample for that
| survey), had a diaghosis of seizure disorder.
Review of the stali in-service tralning records,
beginning at B:56 AM, revealed that the most
recent documented training on seizures had been
provided on Jantary 30, 2008 (20 months
earfier), The GHMRP's Plan of Correction stated
that training regarding seizure disorder would be
provided by November 2, 2007. However, review
of the staff in-selvice tralning records on
November 7, 2007, baginning at 9:56 AM,
revealed no evidence of training oh seizures.. At
5:08 PM, the QMRP acknowledged that the
training had not yet oceured; however, she
further stated that the Registered Nurse had
scheduled selzure training far November 12,
| 2007. ) .
Health Regulation Adrnimistration ‘ ‘
"STATE FORM ‘ . ceon £EKd12

2. The RN Supervisor will ensure that seizurc
trainiag is provided and documented.
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{1 274

3513.1(e) ADMINISTRATIVE RECORDS

Each GHMRP shall maintain for each authorized
agency ' s inspection, at any time, the fallowing
administrative records:

(e) Signed agreements or contracts for
professional services; '

This Statute Is not met as evidanced by;
Based on Interview and record review, the
GHMRP failed to decument signed written
agreements or contracts with professional
consultants. .

The September 28, 2007 licensure survey had
revealed no evidence of signed agreements or

contracts with three consultants. A staff identifier | .

was included with the deficiency report that was
sent to the facility’s administrative office, The
GHMRP submitted a written Plan of Correction;
signed Qctober 25, 2007, in which the provider
wrote: "The Human Resources Depariment will
ensure signed contracts are on file in the home,”
with @ completion date of November 2, 2007.

On Navembar 7, 2007, however, there was no
gvidence of wiitten agreements or cantracts in,
the facility. At approximately 4:57 PM, the
Qualified Mental Retardation Professional
(QMRP) stated that she would seek
documentstion from the corporate office and
forward them to the regulatory agency, On .
November 8, 2007, review of the documentation
submitted by the QMRP revealed no evidence af
written agreements ar contracts with the three
cohsultants identified In the previous survey (C2,
C4 and C5),

{1 274}

coutracts,

The HR Director will provide the signed consultant

"2 //.5/11 7
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Prev-lnusly, the September 28, 2007 survay
findings ingluded:

Interview with the Qualified Mental Retardation
Professional and review of personnel records an
‘September 27, 2007 revealed the GHMRP falled
to have a contract or wiitien agreament on file for
three consultants. .

1379} 3519.10 EMERG ES , 1379
{ }_ _EM ENCI : _ _ { .) - /2//3}07
In addition to the reporting requirement in 3519.5, S¢c response o federal deficiency W149, '
each GHMRFP shall notify the Department of ' '

Health, Health Facllities Division of any other
unusual lncident or avent which substantially
interferes with a resident ' s health, walfare, iving
arrangement, wall beihg or in any other way
places the resident at risk. Such hofification shall
be made by telephong immediately and shall be
followed up by written notification within
twenty-four (24) hours or the next work day.

This Stahute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to énsure that the Department of
Health, Health Regulation Administration, was
notified of all allegations of physical abuse,
immediately by phone then followed up by written
notification, for two of the five resldents of the -
facility. (Residents #1 and #4)

Cross-refer to Federal Deflciency Report -
-Citation W149. According to a nursing progress
note in Resident #4's medical chart, a "counselor™
reporied to 8 medication nurse thatthere hed
beeai an aitercation between Roszident #4 and a
pear. On October 28, 2007, at 9:30 FM,
Health Rogulatdon Administration
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Confinved From page 15

Resident #4 alleged that Resident #1 had
punched him in the face. Interview with the
QMRP revealed that she thought the resident, not
a counselor, had first reported the aliegation of
abuse to the nurse. The nurse then notified the
QMRP. The QMRP further indicted that she had
not viewed this as an incldent because she

categarized Resident #4's allegation as a false

acecusation. Neither she nor the nurse had
documented the allsgation of abuse on an
incident report, in accordance with agency
policies. Further interview and record review
revealed no evidence that Resident #4's
allegation was mmediately reparted to the
Administrator and/or the Department of Health as
required. [t should be noted that the GHMRP
failed to doeument having mve.sbgated Resident
#4's allegation.

' Previously, the September 28, 2007 suwey

findings included:

Based on inferview and record review, the
GHMRP failed to ensure that the Department of
Health, Health Regulation Administration, was
notified of incidents or events that substaniially
interfared with a resident ' s health, welfare, living
arrangements, well belng or in any other way
placed the individual et risk, immediaiely by
phane then followed up by written notification, for
fwo of the six residents of the faclllty. (Residents
#1 and #4)

The findings include:

Review of incident reporis and investigations on
September 25, 2007, beginning at 4:22 PM,
revealed the GHMRP failed to provide evidence
that the following Incidents had been reported to
the Department of Health:

{1379}
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{1379} Continued From page 16 {1379}

a. On January 17, 2007, staff reported that
Resident #1 and #4 wera in a physical altercation
that resulted Th Resident #1 needing emergancy
medlcal services to address an injury to hls lower
fip (Jaceration).
b. On April 10, 2007, staff reported that Resudent
#1 needed fo be picked up from the day program
due to knee pain. The resident was subsequently
seen at the emergency room and diagnosed with
a knee sprain
¢. On Aprll 18, 2007, staff reported that Resjident
#1 was verbally aggressive to hls roommate
Resident#4. According {v the incident repor,
- Resident #1 kicked Resldent #4 whe in turn, bit
Resldent #1 on the lft side of his wrist. : _ ‘
d. On July 7, 2007, staff reported that Resident ' ‘ ;
#4 eloped while staff were packing the van to : :
refurn from the resident ' & vacation in Ocean
City, Maryland.
This is a repeat deficiency. See Faderal
Deficiency Repor dated 10/12/06.

{1 474} 3522.5 MEDICATIONS {04781 | the Dissctorof Opersions, the DoDS, sue the K20 2 lhslo7

. L Lo Supervisor will hold a meeting of all nurscs to
Each GHMRP shall mainiain an individual . ] - Teview documentation to cnsure that MARs and

| medication administration record for each : progress notes, and incident repoits are properly
resident. : R and accurately completed.

This Statufe is not met as evidenced by:
Based on interview and record review, the
GHMRP falled o ensure that nurslng stafl
maintained Medleation Administration Rscords
(MARS), as follows:

-On November 7, 2007 at approximately 525 PM,
a nursing note wae found in Resident #4's
medical chart that indicated on October 28, 2007,
the resident had made an allegation of physncal
abuse. Resident#1 allagedly hit him in his face.
_ The progrese note lndu:ated that the nurse
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assessed Resident #4, found no sign of injury,
and administered Tylenal 850 mg that evening
“for pain.”

At appraximately 5:43 PM, raview of Resident
#4's October 2007 MARs revesled no evidence
that the nurse had properly documented having
administerad the Tylenol on the MAR. At 5:50

| PM, after reviewing the MAR herself, the facifity's

LPN Deslgnated Nurse acknowledged that she
did not see it documented on Resident #4's MAR.

AT R R AR IR BRI i b b o 1 Al

Previously. the September 28, 2007 survey
fi ndings included:

Nursnng staff falled to consistently implement the
GHMRP's policies on maintaining Medication
Administraijon Record (MARs), as follows:

The evening medication pass was observed on
September 25, 2007. At 6:38 PM, Resldent #5
was glven his medications. The nurse stated that
the pharmacy had not dellvered a new supply of
Constulose (prescribed to address Resldent #5's
history of constipation) and the resident, therafore
had been without Constulose for 2 days. At
approximately 6:30 PM, review of the resident's

MAR revealed the followlng:

* September 23,2007, 5 PM ~ A trained
medication employae (TME) circled her Initials
and docuymented "don't see" on the back of the
MAR sheet.

* September 24, 2007, 7 AM - A nurse initisled
the MAR, documenting having administered the
Gonstulose as ordered.

{1 474}

Haalth Regulation AdnTmsirabon

STATE FORM

Caiiz

11/20/2007 TUE 11:31

If continuation sheat 18 of 20.

[TX/RX NO 8157]




12/18/2007 10:57 FAX 301 565 4541

CARECO 0.50-
LA AW/ LYUUL L3123 VAL ZUzadZY4uy HRA @‘021
PRINTED: 11/19/2007-
FORM APPROVED
STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIERIGLIA E G Ul (%3) DATE SURVEY Loy
AND PLAN OF CORRECTION &) IDENTIFICATION NUMBER: (X2 MULTIPLE GONSTRUCTION COMPLETED )
: A BUILDING
H, WING R
092G094 11/07/2007

NAME DF PROVIDER OR SUPPLIER

CARECO 05

STREET ADDRESS, CITY, §TATE, 2IP CODE

6934 9TH STREET, NW
WASHINGTON, DG 20012

(Xa) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES
(EACH DEFICIENCY MUST BE FPRECEDED &Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

. [[a]
PREFIX,
TAG

- PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(A5)
COMFLEYE
DATE
DEFICIENCY)

{1474}

{1 500}

Continuad From page 18

* September 24, 2007, 5 PM - A aurse sirclad her
Initizls and documenied “on order'on the back of
the MAR sheet.

* September 28, 2007, 7 AM - A nufse left the
space blank, with no other documentation
evidenced.

At 6:45 PM, Interview with the Designated Nurse
confirmed that the rasident's supply of
Constulose had run out on September 23, 2007.
She could not, therefore explain why a nurse had
documented administering it the next morning.

3523.1. RESIDENTS RIGHTS

Each GHMRP resldence director shall ensure

that the rights of residents are observed and

protected in accordance with D.C. Law 2-137; this
chapter, and other applicable District and federal
laws. ’

| This Statute Is not met as evidencad by

Based an interview and record review during the
revisit on November 7, 2007, tha facility failed to
ensure each resident’s right-to fila a complaint
and have his/her complaint fully investigated, for

- one of the five residents of the facility. (Resident
#4)

The finding includes:

On Noveinber 7, 2007, at 9:14 AM, interview with
the Resldent Director (RD) revealed that there
had been one incident reported and investigated
since the September 28, 2007 recertification
survey, The coresponding documentation was
reviewed. At 9:20 AM, the RD stated that there
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had been no other incidents reported. At
approximately 1:35 PM, the Quallfied Mental
Retardation Professlonal (QMRP) also indicated
that no other incidents had occumed since the
September 28, 2007 recertification survey. The
LPN Designated Nurse, who was prasent at the
fime, stated that she was unaware of any other

| Incidents that required nursing care (except, for

Resldent #1's madication refusal).

Later that day, however, at approximately 5:26
PM, & qursing note was found in Resident #4's
medical chart thaf indicated he had made an
allegation of physical sbuse. On October 28,
2008, Resident #4 informed staif that Resident #1
had punched him in the face. 'Interview with the
Qualifled Mental Retardation Professional
(QMRF) on November 7, 2007, at approximately
6:00 PM, revealed that the allegation of
peer-on-peer abuse had not been reported in
accordance with facility policles. Although the
QMRP Indicated that she had interviewed the two
residents at the time the resident made his
allegation, there was no written documentation
available for review to verify that the resident's
complaint had been investigatsd. In addition,
there was no evidence that Regldent #4's
allegation was repotted to outside entities,
inciuding his mother (she remains Involved in bis
care), in accardance with facllity policies, to
ensure that his complaint received appropriate
reviaw.
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{R 000} INITIAL COMMENTS ' {R 000}

A licensure survey was conducted from
September 25, 2007 through Sepiember 23,
2007. A random sample of three residents was
selected from a resident papulatlon of six men
with various degrees of disabllities. The findings
of this survey were based oh obsetvations at the
group homa and iwo day programs, interviews
with residents and staff and one residenfs
guardian, as well as the review of clinical and
administrative racords, including incldent reports.

(R 125) 4701.6 BACKGROUND CHECK REQUIREMENT | {R 128}

The criminel baokground check shall disclose the _ -
criminal history of the prespective emplayee or _ : . i
contract worker for the previous seven (7) years, ' . o

in all jurisdictions within which the prospective
employes or contract worker has worked or
resided within the seven (7) years prior to the
check. . '

This Statute Is not met as evidenced by; :
Based on interview end record review, the facility
failed to document criminal background checks .
disclosed the criminal history of any prospective
employee or contract warkar for the previous
saven (7) years, in all jurisdictions within which
the prospective employee or contract worker had
worked or resided within the seven (7) years prior
10 the check, '

The finding Includes:

The September 28, 2007 licensure survey had
revealed no evidence of comprehenslve
background checks for two direct cere staff. A -
staff Identifier was Included with the deficiency
report that was sent to Careco. On November 7,
2007, at 4:45 PM, the Qualifled Mental

Health Regulation Adminlstration

_ . TTLE '(X6) DATE
LABORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REPREBENTATIVE'S SIGNATURE . . .
STATE FORM ‘ w65 E5KI12 If conlinuation sheet 1, .

11/20/2007 TUE 11:31 [TX/RX NO 81571




¥
12/18/2007 10:57 FAX 301 585 4541 CARECO dos53

Lir AP/ EUUI £3T 4D FAA ZUZ44ZPADU HKRA o2y

PRINTED: 11/19/2007
FORM APFROVED

TATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIELE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
_ A BUILDING R
B. WING '
09G094 _ 11/07/2007

NAME OF FROVIDER OR SUPPLIER STREEV ADDRESS, C[TY. STATE, Z1P CODE

6934 9TH STREET, NW
CARECO 05 WASHINGTON, DC 20012

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1oy PROVIDER'S RLAN OF CORREGTION (5)
PRER(X (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRDSSHEFEREISEED th (':r‘l-’i)E APPROPRIATE DATE

FICIE! .

{R 125}| Continued From page 1 (R 125}

Retardation Professional (QMRP) stated that she
thought the agency bad run “global" background
checks, to include all jJurisdictions in the United
States, for every employee. She agreed to
provida evidence of background checks for the
two previously-identlfied employees, as wall as
for two newly-hired employees. On November 8,
2007, review of the documentation submitted by -
the QMRP revealsd the following:. ‘

1. There was no documentation available to 1. The HR Director will ensurc background checks | /2// 3/07
verify compliance for the two employees cited in for the two employces are completed and ate in
the previaus report ($1 and 52); compliance with regulaions.

2. Instead of "global* background checks, the .
criminal court records searches that were : 2. The HR Director will cosarc thit the 7-ycar ,7_//5/07
| documented for the two newly-hired empioyees history of all the jurisdictions where the two :

(S14 and §13) were limited to the jursdictions in ' cmploy@ had lived and worked will be completed
| which they had lived during the pravious seven per vegulations.

years: The GHMRP failed to disclose a seven
year history of all the Jurisdictions where the
employees had worked and/or alleged having .
inciuded that factor when securing the
background checks; therefore, verification could
not be achieved,

Previously, the September 28, 2007 survey
findings included:

Interview with the Qualified Mentsl Retardation
Professianal and review of the personnel records
on Saplember 27, 2007, st 7-21 PM, revealed
that the GHMRP falled to provide evidence that
criminal background checks were onh file and
disclosed a seven year history of all the
' jurisdictions where the employee resided and -
warked far two direct care staff.
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This is a repeat deficiency, See Faderal
Deflciency Report dated 10/12/08.
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